is sufficient to remove an inch or so of the styloid process and there is no need to do anything more to the nerve. I agree with Dr. McAlpine that the type of case which appears to be suitable for this operation is one in which there is no evidence of any primary condition which is apparently causing the neuralgia and a trigger area should be present in the tonsillar region; if these two conditions apply the operation should prove a very successful one.
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Dr. Wilfred Harris: Glossopharyngeal neuralgia is rare compared to trigeminal tic, perhaps in the ratio of 1: 500. A characteristic sign sometimes met with is a hawking cough in the effort to arrest the pain. Avulsion of the nerve after dissection behind the angle of the jaw has proved very satisfactory in many cases, though it may prove a difficult operation. It has the advantage that steady traction may bring away with it both the jugular and petrous ganglia. Mr. Wilson's method may prove easier to those accustomed to work inside the mouth.
Dr. C. Worster-Drought said that he thought the very satisfactory result of the operative treatment in this case depended on the situation of the "trigger zone". In other cases of glossopharyngeal neuralgia and without such a "trigger zone" the result might not be so successful. In the cases he had seen, complete avulsion of the nerve through an incision in the upper part of the neck had usually resulted in complete relief. The portion of the nerve removed, however, must include both the ganglia, viz. the jugular ganglion and the petrous ganglion. In one case in which the ninth nerve was divided between the two ganglia the pain was not relieved.
Mr. G. C. Knight: I would like to congratulate Mr. Wilson upon devising sucha an excellent and simple method of treatment of glossopharyngeal neuralgia. There can be no doubt that the operation formerly employed of deep dissection of the neck to secure a division of the glossopharyngeal nerve at the base of the skull could be a most difficult procedure in a thick-necked individual, for the glossopharyngeal nerve is extremely small in size, being no more than two to three strands of cotton in thickness, and to find so small a nerve at a great depth following retraction of the carotid and jugular vessels and to identify it running down upon the posterior border of the stylopharyngeus is sometimes a matter of difficulty.
The only advantage that could be claimed for the high operation was that it was possible to avulse the ganglion on the nerve from the base of the skull, and that degenerative changes in this ganglion would sometimes be demonstrated at section.
Mr. Dickson Wright thought that Mr. Wilson's operation was very ingenious and simplified the approach to the nerve. If avulsion of the nerve was done in the neck operation and the two ganglia of the nerve were secured in this way a gush of cerebrospinal fluid usually followed. This avulsion prevented any possible recurrence of the malady and was worth doing and the leakage of cerebrospinal fluid caused no anxiety because the wound was tightly sutured.
Compression Neuritis of Both Median Nerves in the Carpal Tunnel: Surgical
Decompression. Klippel-Feil Deformity of Neck. Sprengel Shoulder.-W. RUSSELL BRAIN, D.M., and A. DICKSON WRIGHT, M.S. E. W., married woman, aged 57. Two years' history of pain in front of right wrist spreading to thumb, index and middle fingers, like electricity, and associated with numbness in thumb, wasting of outer aspect of thenar eminence and weakness of thumb. Four weeks: Pain and paresthesix in left thumb, index and middle fingers. Left shoulder always higher than right. Occasional pain in neck on extension.
Severe wasting and weakness of abductor brevis and opponens pollicis of right hand, and slight of left. Weakness of extension of right thumb at metacarpophalangeal and interphalangeal joints. Slight impairment of appreciation of light touch and pin-prick over distal half of palmar surfaces of thumb, index and middle fingers and radial half of ring finger of both hands and corresponding dorsal surfaces of terminal phalanges: no loss of tactile discrimination or postural sense. Sensory loss greater on right hand than left.
Electrical reactions.-Faradic response lost in right abductor brevis and opponens pollicis, and sluggish in abductor longus and the extensors of the thumb on both sides. Neck very short; extension somewhat limited, some pain on lateral flexion. Prominence of lower cervical spinous processes. Left scapula higher than right.
X-rays (Dr. James Bull).-Fusion of cervical vertebra except C3-C4 and C5-C6. Bilateral cervical ribs present. Left scapula is abnormally high and its vertebral border is angulated towards the spinal column in a "V" shape. At this point an abnormal bone articulates with the spinous process of C5 and with the vertebral border of the scapula.
Operation (October 14, 1946, by Mr. Dickson Wright) .-The right median nerve was swollen for about half an inch above the carpal ligament and under the ligament. The carpal ligament was incised. The left median nerve was then exposed. This was also swollen but was pinker than the right. The left nerve divided into two parts about one inch above the upper end of the ligament both parts running together under the ligament. The ligament was incised and the wound sutured.
Dr. Russell Brain said that the syndrome of partial thenar atrophy was first described by Ramsay Hunt (1909, 1911, 1914) and subsequently by various observers, who had usuallv laid stress upon the absence of sensory disturbances. There was no evidence that it was due, as Hunt had suggested, to compression of the thenar branch of the median nerve where it turned back over the distal end of the transverse carpal ligament. Zachary (1945) had shown that a predominantly motor symptomatology could occur when Lhe whole median nerve was compressed, as in these cases, in the carpal tunnel. The main diagnosis was from the costoclavicular syndrome, in which, though partial thenar atrophy might occur, sensory disturbances over the thumb and index finger were extremely rare.
Mr. A. Dickson Wright: The operation was done at the suggestion of Dr. Russell Brain who, in elucidating this syndrome, has clarified still one more form of "Neuritis". By discovering a mechanical cause for attrition of the median nerve he has made a most valuable contribution to neurology. The nerve was found to have responded to pressure and friction in the same useless way as elsewhere, viz. by swelling so that pressure and friction were increased and a vicious circle established which had to be broken by the operation of dividing the anterior carpal ligament from end to end so as so free the attrition. Similar situations were met with in disc lesions, cervical ribs and chafing of the ulnar nerve at the elbow. It was noticed at operation that the nerve was thickened for about two inches above the carpal ligament and there were characteristic pinkish and purplish colour changes in the nerve with marked increase in the fascicular markings. The extent of the swelling below the tunnel was not observed as it was not thought necessary to open up the palm but from experience it would be expected to find the swelling extending into the various branches of the nerve. Trouble in the form of prolapse of the flexor tendons seemed not to occur, presumably because the wrist is always in extension during gripping.
Dr. C. Worster-Drought said that he remembered rather an elaborate paper on the subject of "Partial Thenar Atrophy" by Wartenberg (1939) published shortly before the War. Wartenberg considered that the condition was more likely to occur when the branches of the median nerve supplying the outer part of the thenar eminence were abnormally situated. Wartenberg himself did not consider the condition due to a compression neuritis but apparently to general toxic factors acting on a group of muscles (opponens and abductor pollicis) that were phylogenetically of recent origin.
Most of the cases he (Dr. Worster-Drought) had seen did not show any sensory impairment over the area of median nerve supply but they might complain of localized paresthesia. He considered that Dr. Russell Brain and Mr. Dickson Wright were to be congratulated on introducing a treatment for the condition. He assumed that the operative treatment they described would be more applicable to those cases showing definite sensory impairment or loss. The President congratulated Dr. Brain on his presentation of this difficult case, and for bringing to their notice a new pathological explanation for certain cases of wasting of the thenar muscles. Dr. Brain had pointed out that the distribution of the wasting was similar to that found in certain types of cervical rib. The differential diagnosis would seem to lie in the distribution of the sensoly loss and in the absence of vascular changes which were not unusual in cases of cervical rib. Temporal Arteritis.-MICHAEL KREMER, M.D., F.R.C.P.
Mrs. L. P., aged 75. In 1941 she developed malaise, night sweats, loss of weight, loss of appetite, and cough with some sputum. She was regarded as a tuberculosis suspect and kept under observation by the tuberculosis officer. X-ray of chest and sputum examination were negative, and she recovered completely in six months.
August 1945: Fell on the back of her head and since then has had tenderness of the occiput. No amnesia or other signs of intracranial damage. March 1946: Developed a severe pain spreading up the back of her neck and over the left side of the head. The scalp became extremely tender so that she was unable to sleep on the left side. Her general condition deteriorated and she began to run a temperature up to 1010 F. June 1946: Vision deteriorated in the left eye, taking two to three days to diminish to light perception only. Ten days later the right vision began to
